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project.  Specifically,  there  is  congestion  in  areas  for  personnel,  admini¬ 
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tion,  had  been  the  lack  of  a  determination  of  the  amount  of  area  which  was 
necessary.  This  study  attempted  to  determine  the  area  necessary  and  use  it 
as  a  basis  for  a  quantitative  evaluation  of  the  surgical  suite  and  central 
sterile  supply. 

The  methodology  employed  in  this  study  used  Air  Force  guidelines  and  local 
workload  factors  to  determine  the  optimal  allocation.  The  results  were 
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As  a  result  of  the  area  evaluation,  the  surgical  suite  of  the  USAF  Regional 
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SUMMARY 


The  crowded  conditions  in  the  surgical  suite  of  the  United 
States  Air  Force  (USAF)  Regional  Hospital  Eglin  provided  the  impetus  for 
this  project.  Specifically,  there  is  congestion  in  areas  for  personnel, 
administrative  functions,  and  storage  of  supplies  and  equipment. 

A  major  obstacle  in  developing  appropriate  solutions  to  reduce 
the  congestion,  had  been  the  lack  of  a  determination  of  the  amount  of 
area  which  was  necessary.  While  a  shortage  of  area  was  found  to  be  the 
cause  of  the  congestion,  the  crowded  conditions  were  not  previously 
known  to  be  caused  by  a  lack  of  area  or  an  inefficient  use  of  the  area. 
This  study  attempted  to  determine  the  amount  of  area  necessary  and  use 
it  as  a  basis  for  a  quantitative  evaluation  of  the  surgical  suite  and 
central  sterile  supply. 

Air  Force  directives  were  reviewed  to  evaluate  the  surgical 
suite  and  central  sterile  supply  areas.  The  USAF  maintains  specific 
space  planning  criteria,  which  are  used  to  evaluate  and  contrc'  facility 
planning.  The  criteria  are  based  upon  directives  and  guidelines 
received  from  Headquarters  USAF  and  the  Department  of  Defense  (DoD). 

The  methodology  employed  in  this  study  used  the  Air  Force  guidelines  and 
local  workload  factors  to  determine  the  standardized  area  recommended 
for  the  surgical  suite  and  central  sterile  supply.  The  derived 
recommendations  were  used  to  evaluate  the  existence  of  an  excess  or 
shortage  of  area  in  the  surgical  suite  and  central  sterile  supply  of  the 
USAF  Regional  Hospital  Eglin. 


As  a  result  of  the  area  evaluation,  the  surgical  suite  of  the 
USAF  Regional  Hospital  Eglin  was  found  to  have  a  total  deficiency  of 
2,000  square  feet,  approximately  30  percent.  The  evaluation  of  central 
sterile  supply  identified  a  deficiency  of  1,600  square  feet,  or 
approximately  60  percent.  The  deficiencies  represent  the  spatial 
differences  between  the  standard  design  criteria  and  the  present  amount 
of  area  available. 

Additional  area  for  the  surgical  suite  could  not  be  obtained  by 
expansion  through  new  construction.  The  surgical  suite  is  located  on 
the  second  floor  of  the  facility,  which  limits  expansion  to  areas  which 
are  occupied  by  other  services.  One  of  management's  desires  was  that 
additional  expansion  of  the  surgical  suite  should  not  be  at  the 
sacrifice  of  patient  beds. 

An  expansion  of  the  surgical  suite  into  what  is  now  central 
sterile  supply  was  the  most  acceptable  alternative  to  eliminate  the 
congested  conditions.  A  relocation  of  central  sterile  supply  would 
provide  a  more  generous  allocation  of  area  for  both  the  surgical  suite 
and  central  sterile  supply. 


CHAPTER  1 


INTRODUCTION 

The  USAF  Regional  Hospital  Eglin,  Eglin  AFB,  Florida,  has 
extremely  crowded  conditions  in  the  surgical  suite,  which  includes 
recovery  and  anesthesia.  The  crowded  conditions  are  especially  acute 
personnel  areas,  administrative  areas,  and  supply  and  equipment  store: 
areas . 

The  personal  locker  area  is  limited  to  130  square  feet  for  18 
male  personnel  and  approximately  100  square  feet  for  18  female 
personnel.  Each  locker  room  is  allotted  one  toilet  and  the  female 
locker  room  does  not  have  shower  facilities.  The  staff  lounge  has  only 
160  square  feet  versus  the  recommended  360  square  feet  for  the  36 
authorized  personnel.  There  is  no  conference  room  or  area  for  teaching 
within  the  surgical  suite. 

The  crowded  conditions  are  even  more  severe  for  administrative 
functions.  The  charge  nurse  of  the  surgical  suite  does  not  have  an 
office  but  shares  the  counter  area  at  the- department ’ s  central  control 
station.  Physicians  go  not  have  isolated  dictation  facilities.  The 
supply  manager  is  required  to  share  approximately  eighty  square  feet  of 
office  area  with  the  non-commissioned  officer  supervisor.  The 
anesthesia  department  has  one'  office,  approximately  ninety  square  feet, 
for  three  anesthesiologists  and  four  anesthetists. 
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iccxer  roor.s,  anc  tne  recovery  room.  mquipme.nt  is  storec  '-Tier ever  area 
can  be  found.  X-ray  units,  used  in  the  operating  theater,  are  stored 
outside  the  surgical  suite  in  the  public  hallway.  Patient  gurneys  are 
also  stored  in  the  public  hallway.  Orthopedic  equipment  is 
"accumulated"  at  the  enc  of  the  inner  hall  of  the  surgical  suite. 
Technicians  are  required  to  cross  through  an  operating  theater  to  obtain 
specialties  surgical  equipment. 

Solutions  to  tne  overcrowding  are  limited  because  of  the 
surgical  suite's  location.  It  is  located  or.  the  second  floor  of  the 
hospital  with  patient  wards  on  either  side.  New  construction  of 
additional  area  would  not  be  possible  in  the  present  location.  Any 
internal  expansion  could  decrease  the  total  number  of  patient  beds.  In 
1975,  an  expansion  project,  which  increased  the  number  of  operating 
theaters  from  three  to  four,  reduced  the  bed  capacity  of  an  adjoining 
patient  ward  by  three  beds. 

Central  sterile  supply,  which  is  colocated  with  the  surgical 
suite,  also  has  a  problem  of  overcrowding .  .An  expansion  of  the  surgicaj 
suite  which  would  net  reduce  the  number  of  beds  vc  Id  require  a 
relocation  of  central  sterile  supply.  Tne  need  for  additional  storage 
area  in  central  sterile  supply  is  expanding  as  the  clinics  and  services 
supported  increase  the  size  cf  their  inventories.  As  a  result  of 
overcrowding,  central  sterile  supply  has  been  the  subject  cf  several 
safetv  meuiries.  The  workcenter  has  beer,  cited  for  fire  hazards 
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The  research  inciucec  a  historical  review  c:  the  facility  tr.  a 
atter.pt  to  highlight  factors  which  ray  have  contributed  to  the  present 
overcrowding.  Through  a  determination  of  the  causes,  more  feasible 
solutions  may  be  developed. 


Historical  Review 

The  USAF  Regional  Hospital  Eglin,  Eglin  Air  Force  Base,  Florida, 
is  located  on  the  panhandle  of  the  Florida  gulf  coast.  As  a  regional 
hospital  within  the  Department  of  Defense  Health  Care  System,  the 
hospital  serves  as  a  referral  center  to  three  Air  Force  hospitals  a. id 
one  Army  hospital,  located  in  the  southeastern  Ur.itec  States.  The 
primary  mission  of  the  USAF  Regional  Hospital  Eglin  is  to  provide 
medical  care  to  12,000  active  duty  military  members  assigned  to  Eglin 
Air  Force  Base  and  their  approximately  30,000  dependents.  In  fiscal 
year  1982,  the  hospital's  outpatient  clinics  provided  services  for 
315,630  patient  visits,  with  7,273  inpatient  admissions  for  a  total  of 
17,689  bed  days.  For  the  same  period,  the  surgical  suite  performed 
approximately  2,800  operative  procedures. 

Physical  Plant 

Prior  to  191C  the  physical  plant,  of  the  USAF  Regional  Hospital 
Eglin  was  a  wood-framed  cantonment  facility.  In  1961,  the  office  of  the 
Air  Force  Surgeon  General  approved  the  design  of  a  new  122,371  square 
foot,  125  bed  facility.  When  funds  were  appropriated  in  the  1965 
Department  of  Defense  budget ,'  construction  began.  Midway  in  the  two 
year  construction  program,  a  73  bed  psychiatric  ward  -as  added  cc  the 
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rower  and  increased  the  sice  ci  the  tower  f roc.  three  to  four  stories. 

The  facility  was  completed  and  operational  in  1967. 

A  design  for  expansion,  which  increased  the  total  area  of  the 
facility  by  113,200  square  feet,  was  proposed  in  1971.  It  provided  a 
second  tower,  housing  outpatient  and  ancillary  services.  Included  in 
the  1971  proposal  was  trie  modification  of  specific  areas  that  were  part 
of  the  original  design. 

The  construction  phase  of  the  expansion  project  lasted  from  1973 
to  1976.  Today,  the  hospital  is  operating  as  a  200  bed  facility  with 
165  beds  in  use. 

Surgical  Suite 

The  original  design  of  the  surgical  suite  included  three 
operating  theaters  and  all  required  ancillary  and  support  services.  The 
space  planning  criteria  applicable  at  the  time  of  the  original  design, 
1964,  recommended  an  optimal  area  allowance  of  3,524  square  feet.  The 
actual  size  of  the  surgical  suite,  after  design  and  construction, 
totaled  3,721  square  feet. 

Between  the  time  of  original  construction  and  the  design  for 
modification  in  1971,  the  criteria  for  area  within  the  surgical  suite 
increased  by  17  percent.  The  criteria  of  1971  specified  an  increase  of 
600  square  feet  for  surgical  support  areas  over  the  1964  design 
criteria . 

The  197 1  expansion  and  renovation  project  further  restricted 
areas  available  for  surgical  suite  support  functions.  A  fourth 
operating  room  was  added  tc  the  surgical  suite  by  reducing  the  number  of 


authorizations  have  increased  from  17  individuals  in  1961  to  36  in  1983. 

The  space  planning  standards  of  1983  reflected  an  additional 
increase  of  59  percent  for  surgical  suite  support  functions  since  1971. 
Specifically,  recommended  area  for  storage  of  supplies  increased  from 
130  square  feet  in  1971  to  450  square  feet  in  1983,  a  346  percent 
increase,  it  was  evident  that  there  has  been  a  growing  requirement  for 
storage  area  in  the  surgical  suite  over  the  past  12  years.  A  primary 
cause  of  the  increased  need  for  supply  storage  area  is  the  amount  of 
disposable  supplies  which  are  used  in  the  surgical  suite  and  other 
patient  care  areas.  Items  which  had  previously  been  sterilized  and 
reused  are  being  replaced  by  one-time  use  products.  The  amounts  of 
disposable  items  which  must  be  maintained  on  inventory  create  a  negative 
impact  on  storage  areas.  The  increasing  storage  requirements  for 
supplies  and  equipment  is  identified  in  the  review  of  the  literature  as 
a  problem  in  surgical  suites  and  is  not  isolated  to  the  surgical  suite 
of  the  USAF  Regional  Hospital  Eglin. 

The  review  of  the  literature  stated  specific  causes  of 
overcrowding  in  surgical  suites  and  possible  solutions.  After  an 
evaluation  of  the  surgical  suite's  area,  possible  alternatives  to 
eliminate  the  crowded  conditions  will  be  presented  and  recommendations 
made . 


Review  of  the  Literature 
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perceived  cericiency  in  personal  area  and  area  :cr  storage  of  supplies 
and  equipment  (Appendix  A).  The  survey  identified  a  shortage  of  area 
for  the  staff  lounge,  locker  rooms,  supply  inventory,  and  equipment 
storage.  Recommendations  ranged  from  doing  nothing  in  the  immediate 
future  to  implementation  of  a  central  processing  distribution  system. 
Further  research  was  recommended  prior  to  implementation  of  any  of  the 
perceived  solutions. 

Since  this  problem  has  several  facets,  multiple  sources  of 
information  were  researched.  In  order  to  develop  an  immediate 
supervisor's  perspective,  AORN  Journal  and  Tccavs  O.R.  Nurse  were 
reviewed.  Hospitals  and  NATNEWS  provided  an  upper  level  management 
viewpoint.  Hospital  Materiel  Management  Quarterly  provided  details  of 
various  supply  options.  Air  Force  directives  were  reviewed  to  insure 
compliance  with  existing  criteria  for  design,  staffing,  and  operation  of 
a  surgical  suite  and  central  sterile  supply.  The  review  of  the 
literature  was  conducted  to  reveal  the  possible  nature  of  existing 
problems  as  well  as  the  feasibility  of  various  solutions. 

Problems 

The  review  of  the  literature  revealed  several  causes  of 
overcrowding  in  hospital  facilities.  Overcrowding  was  found  to  be  a 
result  of  advances  ir.  medical  technology,  increased  use  of  disposable 
supplies,  and  poor  initial  planning. 

Advances  in  medical  technology  have  brought  an  increase  in 
equipment  and  support  personnel.  According  to  Kernaghan,  the  influx  of 
sophisticated  equipment  typically  requires  r.ct  only  mere  area  ir.  the 
;  1 1  n  £  treater  tut  also  cc_ 
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maintain  the  new  equipment  also  tax  limited  locker  areas  anc  staff 
lounges  (2,  pp. 101-105). 

The  increased  use  of  disposable  supply  items  has  created  a  need 
for  additional  storage  area  and  increased  the  amount  of  time  required 
for  inventory  management as  pointed  out  by  Kowalski.  Many  surgical 
suites  which  have  been  in  existence  more  than  5  years  do  not  have 
sufficient  area  allocated  for  the  increased  storage  requirement  of 
disposables  (3,  pp. 81-97). 

Poor  initial  planning  is  often  a  cause  for  overcrowding  within 
hospitals.  Phillips  suggests  that  the  cause  for  complaints  of  minimal 
area  for  storage,  staff  lounges,  and  restrooms  is  poor  initial  designs. 
Shortages  can  often  be  traced  back  to  the  planning  stages,  when  in  the 
interest  of  economy,  these  areas  were  identified  as  the  most  acceptable 
for  cost  containment  (4,  pp.  7-14). 

Possible  Solutions 

Possible  solutions  to  the  overcrowding,  as  proposed  in  the 
literature,  are  physical  reconfigurations,  transference  of  inventory 
responsibilities,  and  implementation  of  a  central  processing  and 
distribution  system. 

To  correct,  or  at  least  improve,  the  shortage  of  area,  Reeves 
suggested  a  reconfiguration  and  enlargement  of  the  surgical  suite  if 
possible.  Any  reconfiguration,  should  use  the  more  efficient  designs 
which  incorporate  the  positioning  cf  equipment  and  proper  traffic 
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suite.  The  surgical  suite  would  then  be  serviced  by  a  central  supply 

distribution  system  (5,  pp. 13-17). 

Various  types  of  central  processing  systems  were  examined  in 

Kowalski's  article,  Supply  Distribution  Potions  -  A  New  Perspective. 

The  pros  and  cons  were  discussed  for  requisition,  par-level,  and 

* 

exchange  cart  methods.  Also  included  were  inventory  reduction 
potential,  capital  expense,  efficient  use  of  area,  and  management 
control  (3,  pp.81-9"). 

Air  Force  directives  specify  facility  design,  personnel  support, 
and  services  to  be  offered.  The  directives  also  recommend  consideration 
of  a  central  processing  and  distribution  system  as  a  viable  option  to 
reduce  inventory  area,  increase  management  effectiveness,  and  provide 
better  cost  containment  (1, p.10-7). 

The  literature  identified  some  specific  reasons  for  the 
overcrowding  in  surgical  suites  and  also  discussed  possible  solutions. 


CHAPTER  II 


METHODOLOGY 


The  subject  of  thus  study  necessitated  the  establishment  of  the 
cause  or  causes  of  the  overcrowding  in  the  surgical  suite.  It  was 
essential  to  determine  if  the  overcrowding  was  the  result  of  a  lack  of 
area  or  the  inefficient  use  of  the  area  available.  Governmental 
guidelines  were  used  as  the  primary  source  for  evaluation  in  this  study. 


Source 

All  military  health  facilities  are  designed  and  goverened  by 
specific  DoD  directives  and  guidelines  which  control  the  planning  and 
construction  of  health  care  facilities,  the  services  provided,  and  the 
beneficiary  population  served. 

An  integral  part  of  the  DoD's  control  of  health  facilities  is 
the  Air  Force  regional  Health  Facilities  Office  (HFO) .  The  Eastern 


Region  HFO,  which  services  the  I’S.-.F  Regional  Respite! 


is  -ocarec 


in  Atlanta,  Georgia  and  is  responsible  foe  validating  requests  and 


managing  the  design  and  construction  of  any  approved  and  funded  facilit 


projects . 

Prior  to  construction  at  an  Air  Force  health  care  facility, 
design  requests  must  be  submitted  to  and  approved  by  the  regional  HFO. 
The  requests  are  validated  through  a  ccrr.pariscr,  of  current  standards  an 


guicennes  wnicn  renect  tne  latest  procecures  and  cirectives  issue c  ty 
the  DcD  and  Headquarters  U.S.  Air  Force. 

A  review  of  the  1982  criteria,  as  provided  by  the  Atlanta  HFO, 
was  the  basis  of  determining  the  causes  of  the  overcrowding  in  the 
surgical  suite  and  central  sterile  supply. 


Guidelines 

All  guidelines  received  by  the  HFO  for  planning  purposes  are 
incorporated  into  the  "Space  Planning  Criteria"  computer  program 
(Appendix  3).  The  user  of  the  model  can  determine  tra  standard  area 
recommended  for  the  design  of  health  care  facilities.  The  standards  can 
also  be  used  to  evaluate  the  adequacy  of  existing  facilities. 

In  order  to  determine  the  recommended  area  for  the  surgical 
suite  of  the  USAF  Regional  Hospital  Eglin,  specific  local  data  were  used 
as  variables.  The  data  included  historical  workload  factors,  staffing 
authorized,  and  services  provided.  Many  of  the  requirements  were 
determined  through  a  cumulative  process.  That  is,  the  number  of 
operating  theaters  determined  the  number  of  recovery  beds,  which  then 


cererminec  the  number 


isolation  reccverv  beds. 


Once  the  optimum  standards  were  determined,  it  was  possible  to 
make  an  evaluation  as  to  the  adequacy  of  the  current  area  in  use.  Tne 
evaluation  was  made  with  the  assumption  that  there  would  be  no  major 
mission  changes  which  would  affect  the  workload  or  staffing  of  the 
surgical  suite. 

The  results  of  the  evaluation,  comparing  standard  tc  actual  are< 


enteric  were  evaiuatec  against  the  current  configuration  of  bet:,  the 
surgical  suite  anc  central  sterile  supply.  The  surgical  suite  wes 
segmented  and  evaluated  in  five  areas:  surgical  pavilion, 
administration,  anesthesia,  recovery,  and  support  areas.  Central 
sterile  supply  was  included  because  of  its  collocation  with  the  surgical 
suite. 


Once  the  analysis  of  the  areas  was  completed,  alternatives  to 
alleviate  the  overcrowding  were  considered.  The  various  possibilities 
were  weighed  with  respect  to  cost  effectiveness,  use  of  current  area, 
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CHAPTER  III 

FINDINGS 


The  surgical  suite  was  evaluated  to  determine  the  cause  or 
causes  of  the  present  overcrowding.  Included  in  the  evaluation  was 
central  sterile  supply,  which  is  colocated  with  the  surgical  suite. 

Based  on  the  results  of  the  findings,  alternative  solutions  to  eliminate 
the  congestion  were  discussed. 


Surgical  Suite  Area  Analysis 

The  comparison  of  standard  versus  actual  area  within  the 
subdivisions  of  the  surgical  suite  of  the  USAF  Regional  Hospital  Eglin 
identified  an  overall  shortage  of  approximately  1,970  square  feet  (Table 
1).  The  shortage  is  the  difference  between  the  actual  area  available 
and  the  area  recommended  by  the  space  planning  criteria.  The  current 
design  of  the  surgical  suite  is  displayed  in  Figure  1. 


The  USAF  Regional  Hospital  Eglin  has  four  operating  theaters. 
Based  upon  the  current  design  criteria,  the  facility  is  authorized  three 
operating  theaters,  rather  than  the  four  which  are  currently  in  use. 

Any  proposed  projects  for  new  construction/renovation  must  be  based  upon 
the  current  authorization  of  three  operating  theaters.  Ever,  though  the 
rth  operating  theater  is  no  longer  justified,  it 


:ou 


should  not  be 


considered  for  dismantling  because  of  the  workload 


could 


sucre 


an  emergency. 


Table  1 .  A  Comparison  of  Standard  Versus  Actual  Area  in  the 
Surgical  Suite 


Surgical  Suite  Division 

Approximate 
Square  Footage 
Standard  Actual 

Surgical  pavilion 

1 ,  460 

1 , 790 

Administration 

300 

130 

Anesthesia 

990 

240 

Recovery  room 

1,350 

1,360 

Support  areas 

2,460 

1,070 

Totals 

5,560 

4,590 

As  evidenced  in  Table  2,  three  operating  theaters  require  a 
total  of  two  scrub  areas,  one  single  unit  and  one  double  unit.  The 
current  configuration  provides  three  scrub  areas.  Three  of  the  four 
operating  theaters  have  one  scrub  area  per  theater  while  the  fourth 
operating  room  has  two  scrub  areas. 

Sub-sterile  work  areas,  positioned  between  operating  theaters, 


compare  at  a  total  of  310  square  feet  of  area  against  a  standard  of  2S0 
square  feet. 


shortage  in  available  area,  based  on  the  criteria. 


Table  2.  A  Comparison  of  Standard  Vers  Actual  Area  for  the 
Surgical  Pavilion 


Surgical  Pavilion 


Operating  The 

aters  - 

-  general 

(2)8 

cystcscopic  (1) 

scrub  area  - 

double 

(1) 

single 

(1) 

Sub-sterile  - 

■140  SF 

per  2  OR' 

S  (2) 

Approximate 
Square  Footage 
Standard  Actual 


00 

6 

50 

•5 

SO 

(2)  2 

40 

(1) 

a  The  number  enclosed  in  parentheses  indicates  the  number  of  rooms 
recommended  or  in  use. 


Administration 

The  hr 0  planning  criteria  recommend  three  administrative  areas, 
two  offices  and  a  control  station,  within-  the  surgical  suite  (Table  3). 
The  department  has  one  office  and  a  central  control  station.  The 
control  station,  which  has  half  of  the  standard  area  recommended,  serves 
as  the  sole  administrative  area  for  nursing  functions.  The  nurse 
supervisor  of  the  surgical  suite  does  net  have  an  office.  The  only 
:e  administrative  area 


:or 


maintaining  training  recorcs,  processing  c:  acmimstrative 


correspondence,  supply  management,  and  personal  counseling. 


Table  3.  A  Comparison  of  Standard  Versos  Actual  Area  for 
Surgical  Suite  Administration 


Administration 

Approximate 
Square  Footage 
Standard  Actual 

Central  control  station 

:no 

50 

Nurse  supervisor  office 

100 

— 

NCOIC  office 

100 

80 

Total 

300 

130 

Anesthesia 

The  anesthesia  department,  a  subdivision  of  the  surgical  suite 
of  the  USA?  Regional  Hospital  Eglin,  functions  with  less  than  25  percent 
of  the  recommended  area.  The  space  planning  criteria  permits  one  office 
for  each  anesthesiologist  assigned,  one  office  for  the  chief 
anesthetist,  and  one  office  for  every  two  anesthetists  assigned  (Table 
4).  The  present  anesthesia  department  has  one  office  which  is  shared  by 
all  the  anesthesiologists.  A  desk  placed  in  the  recovery  room  is  used 
by  the  remainder  of  the  department  staff. 


*  c  D-  6  . 


A  Comparison  cf  Standard  Versus  .-.cruel  Area  for 
Anesthesia 


Anesthesia  Approximate 

Square  Footage 
Standard  Actual 


Anesthesiologists  office 

(3 

X 

100' )a 

200 

90 

Chief  anesthetist  office 

(1 

X 

120’ ) 

120 

— 

Anesthetists  office 

r  i 

k  - 

X 

170’) 

170 

_ 

(1 

X 

100’ ) 

100 

— 

Anesthesia  workroom 

150 

1 15 

Gas  storage 

50 

25 

Induction  room 

100 

Total 

990 

2^0 

a  The  set  of  numbers  enclosed  in  parentheses  and  separated  by  the 
lower  case  "x"  is  the  number  of  rooms  and  the  recommenced  square 
footage  per  room. 

The  standard  area  recommenced  for  the  anesthesia  workroom  is  150 
square  feet.  Tne  present  workroom,  has  115  square  feet  of  processing  and 
storage  area. 

The  planning  criteria  recommend  100  square  feet  for  a  patient 
induction  room.  The  present  design  does  not  provide  a  separate  waiting 
area.  Patients  are  "parked"  in  the  entry  hall  of  the  surgical  suite 
•while  awaiting  entry  tc  their  assigned  operating  theater.  This 

t  requires  that  processing  by  nurses  an:  anesthesia  personnel 


arrangemer. 


v_ 
.  -c 


assignee  operating 


rimes  the  patients  are  able  to  ooserve  their 
theater  being  cleaned  after  the  previous  case.  When  there  is  any 
unexpected  delay,  the  patient  must  endure  the  inconvenience  of  waiting 
in  the  middle  of  a  busy  hallway. 

The  efficiency  and  capabilities  of  the  anesthesia  department  are 
severly  restricted  by  the  lack  of  sufficient  area.  It  is  imperative 
that  any  proposed  solution  address  the  deficiency. 

Recovery  Room 

The  KFC  space  planning  criteria  recommend  1,350  square  feet  of 
area  for  all  recovery  room  functions  (Table  5).  Total  area  allocated 
for  recovery  room  functions  at  the  USAF  Regional  Hospital  Eglin  is  1,360 
square  feet.  The  primary  recovery  area  consists  of  one  main  room  of 
approximately  795  square  feet.  The  area  is  used  for  .recovery  beds, 
nurses'  station,  drug  storage  and  preparation,  cart  holding,  equipment 
storage,  surgical  supplies  storage,  and  administrative  purposes. 

Isolation  area  for  recovery  is  colocated  with  the  hospital's 
intensive  care  unit  (ICU).  The  planning  criteria  recommend  3^0  square 
feet  for  isolation  purposes.  The  surgical  suite  and  ICU  share  an 
isolation  area  of  210  square  feet.  The  rooms  are  monitored  by  closed 
circuit  video  cameras  in  addition  to  the  normal  monitoring  devices 
inherent  within  an  ICU. 

The  family  waiting  area  is  located  on  the  first  floor  of  the 
hospital  facility  and  is  conveniently  located  to  restrooms,  the  snack 


bar,  and  the  hospital's  chapel. 


Purport  Areas 


In  addition  to  addressing  specific  requirements  for  the  surgical 
pavilion,  administrative  functions,  anesthesia  department,  and  recovery 
room,  the  planning  criteria  establish  other  support  requirements.  The 
comparison  of  the  present  areas  available  for  support  functions,  in 
relation  to  the  recommended  standards,  is  presented  in  Table  6. 

The  planning  criteria  recommend  one  area  for  dictation  per 
operating  theater.  Presently  the  only  dictation  capability  within  the 
surgical  suite  is  a  transcription  machine  in  the  staff  lounge. 

A  conference  room,  for  teaching  purposes,  is  recommended  by  the 
space  planning  criteria.  The  surgical  suite  does  net  have  a  conference 
room. 

The  decontamination  and  clean-up  room  has  less  than  60  percent 
of  the  standard  recommended  area.  The  current  lack  of  adequate  area 
causes  decontaminated  surgical  equipment  to  be  placed  on  a  table  next  to 
the  soiled  holding  carts  in  the  surgical  suite  hallway.  This  practice, 
which  may  not  appear  to  be  acceptable  for  infection  control,  is 
tolerated  because  the  instruments  are  later  sterilized  after  packing. 

The  clean-storage  and  pack  preparation  work  area  is  not  adequate 
and  does  not  allow  for  ample  work  area.  Disinfected  instruments  and 
supplies  are  stored  and  wrapped  for  sterilization  in  this  area. 

Gurney  and  wheelchair  storage  areas  within  the  surgical  suite 
are  non-existent.  When  not  in  use  they  are  placed  in  the  main  hallway 
of  the  adjoining  ward  and  are  an  eyesore  in  addition  to  being  a 
potential  traffic  problem. 


The  equipment  an c  linen  storage  room  has  less  than  75  percent  cf 
the  recommended  area,  and  is  one  of  the  rooms  which  is  shared  with 
central  sterile  supply.  If  this  room  were  used  for  surgical  supplies 
only,  it  might  be  possible  to  reduce  some  of  the  crowding  in  other  areas 
of  the  surgical  suite. 

The  plaster  preparation  and  equipment  storage  room  lacks 
accessibility.  The  only  entrance  to  the  room  is  through  operating  room 
number  one.  This  restricts  routine  access  to  periods  when  operating 
room  number  one  is  not  in  use. 

There  are  not  any  rooms  presently  designated  for  orthopedic 
equipment  storage,  portable  x-ray  storage,  or  cart  holding.  These  items 
are  placed  within  the  hallways  of  the  surgical  suite  and  adjacent 
patient  ward.  This  situation  complicates  housekeeping  procedures  and 
interferes  with  personnel  movements. 

There  is  no  room  or  area  designated  for  patient  holding.  As 
mentioned  previously,  patients  are  held  while  awaiting  surgery  in 
hallways  alongside  equipment  and  supplies. 

Personal  area  in  the  staff  lounge  and  locker  rooms  has  been  the 
primary  complaint  which  brought  the  current  overcrowding  to  the 
attention  of  the  hospital's  administrative  staff.  The  planning  criteria 
recommend  ten  square  feet  of  locker  room  area  per  person.  In  the 
surgical  suite  of  the  USAF  Regional  Hospital  Eglin,  the  18  male 
technicians  and  physicians  are  provided  130  square  feet  of  locker  room 
area.  The  shortage  of  personal  area  is  worsened  by  the  poor  design  and 
ir.efr icient  layout  cf  the  male  .ocr<er  rooms,  m  mar. v  instances,  three 


Support  Area 


Approximate 
Square  Footage 
Standard  Actual 


Dictation  areas  (3  x  15' )a 

45 

— 

Conference  room 

140 

— 

Decontamination  and  clean-up 

180 

Clear,  storage  and  work  area 

450 

245 

Gurney /wheelchair  storage 

90 

— 

Equipment  and  linen  storage 

205 

140 

Plaster  prep/stcrage 

80 

105 

Orthopedic  equipment  storage 

80 

— 

Portable  x-ray  storage 

30 

— 

Cart  holding,  soiled 

100 

— 

Patient  holding 

160 

— 

Housekeeping  and  janitor's  closet 

80 

25 

Lockers,  male  (IS  x  10' )b 

180 

130 

toilet  and  shower 

50 

4C 

Lockers,  female  (18  x  10') 

180 

105 

toilet  and  shower 

50 

20 

Staff  lounge  (36  x  10') 

360 

160 

Totals 

2460 

1070 

a  The  set  of  numbers  enclosed  ’in 

parentheses 

and  separated  by 

the 

lower  case  "x"  is  the  number  of  rooms  and  th 

e  recommended  squa 

re 

footage  per  room. 

b  The  set  of  numbers  enclosed  in 

parentheses 

anc  separated  by 

the 

_;«er  case  x  is  the  number  c f  t 

er sent el  an 

z  z  r.  r  re:  c  .tjt:  e  r*  z  e  c 

quarter-lockers,  approximately  one  cubic  foot  of  storage  area.  The 
female  locker  room,  which  accomodates  18  individuals  in  a  smaller  area 
than  that  allotted  to  the  male  personnel,  is  also  very  crowded  and  does 
not  have  shower  facilities. 

Personal  area  is  also  less  than  the  recommended  standard  in  the 
staff  lounge.  It  was  originally  designed  in  1964,  with  260  square  feet. 
In  1975,  the  lounge  was  reduced  by  100  square  feet  to  create  additional 
locker  room  area  and  currently  has  less  than  half  the  standard  area 
allowed,  a  fact  which  frequently  causes  surgeons  and  technicians  to 
relax  between  cases  by  sitting  on  gurneys  and  wheelchairs  that  are 
parked  in  the  hallways. 

Total  area  available  for  surgical  suite  support  functions  is 
less  than  45  percent  of  the  recommended  standard.  The  shortage  could 
possibly  nave  a  negative  effect  upon  the  safety,  morale,  and  efficiency 
of  the  personnel  assigned  to  the  department. 

Central  Sterile  Supply 

Central  sterile  supply  provides  services  and  supplies  to  18 
different  clinics,  six  inpatient  wares,  the  surgical  suite,  and 
individuals  on  an  outpatient  basis.  This  study  examines  the  location 
and  functions  of  the  central  sterile  supply  workcenter  because  of  its 
present  colocation  with  the  surgical  suite. 

Central  sterile  supply's  services  include  a  daily  supply 
requisition  and  equipment  preparation  service.  Each  morning,  central 
sterile  supply  personnel  visit  the  clinics  and  pick-up  contaminated 
instruments  aieng  with  inventory  requisitions. 


Trie  sterilised 


instruments  anc  supplies  are  delivered  each  afternoon.  The  current 
method  of  supply  allows  a  daily  inventory  check  and  requisition. 

Outpatients  who  are  prescribed  items  that  are  stocked  by  central 
sterile  supply  are  directed  to  the  second  floor  central  sterile 
supply/surgical  suite  area  to  pick-up  their  items  in  person. 

When  the  facility  was  originally  designed  in  1964,  central 
sterile  supply  was  a  function  of  nursing  services.  In  1983,  the  service 
is  designated  as  a  function  of  medical  logistics.  Therefore,  the  space 
planning  criteria  guidelines  for  central  sterile  supply  are  integrated 
with  medical  logistics  (Atch  2). 

Area  is  allocated  to  central  sterile  supply  by  square  footage  of 
floor  area  and  by  linear  feet  of  shelving  for  storage  of  inventory 
items.  Area  for  storage  is  determined  by  the  number  of  clinics  and 
services  supported.  As  seen  in  Table  7,  750  square  feet  is  the  area 
recommended  to  maintain  665  linear  feet  of  supply  inventories.  The 
present  area  of  370  square  feet  allows  a  maximum  of  355  linear  feet  of 
shelving.  The  lack  of  adequate  inventory  area  necessitates  the  storage 
of  supplies  in  the  surgical  suite  and  areas  of  central  sterile  supply 
that  were  designed  as  work  areas. 

In  addition  to  providing  an  inventory  of  supply  items,  central 
sterile  supply  also  processes  sterile  equipment.  The  area  for 
decontamination  processing  should  be  1,110  square  feet,  as  recommended 
by  the  space  planning  criteria.  The  present  decontamination  room  has 
340  square  feet  of  area.  While  the  current  criteria  allow  area  for 


decontaminating  distribution  carts,  this  authorization  was  not  included 


in  the  1964  crite 


The  carts  are  currently  being  wiped  down  by  hand 


Tic. 

outside  the  decontamination  area. 

The  space  planning  criteria  recommend  330  square  feet  to  operate 
one  large  and  one  small  steam  sterilizer  in  addition  to  a  large  gas 
sterilizer  and  a  sterile  packaging  area.  The  present  sterilizing  area 
is  only  240  square  feet  and  does  not  have  a  sufficient  work  area. 


Table  7.  A  Comparison  of  Standard  Versus  Actual  Area  in  the 
Central  Sterile  Supply 


Central  Sterile  Supply 

Apprcxima 
Square  Foo 
Standard 

te 

tage 

Actual 

Sterile  supply  storage 

shelf  area  -  665  linear  feet 

750 

370 

Decontamination  and  processing 

1110 

340 

Sterilization  and  assembly 

330 

240 

Office 

— 

75 

Cart  queuing 

90 

— 

Cart  holding 

— 

Total 

2620 

1025 

An  area  is  not  specifically  designated  for  central  sterile 
supply  administrative  functions  in  the  19S3  space  planning  criteria. 
Administrative  functions  are  the  responsibility  of  the  medical  logistics 
administrative  staff. 


Areas  are  allocated  for  cart  queuing  and  holding  that  were  not 
previously  addressed  in  the  original  design  criteria. 

Overall,  the  central  sterile  supply  function  is  extremely 
confined  in  its  present  location.  It  has  been  cited  in  the  past  for 
safety  and  fire  code  violations  and  cannot  be  considered  adequate  to 
continue  its  assigned  duties. 

Discussion 

This  analysis  has  identified  deficiencies  in  the  amount  of  area 
available  for  use  by  the  surgical  suite  and  central  sterile  supply. 
Solutions  must  be  developed  which  focus  on  the  acquisition  of  additional 
area  to  relieve  the  congestion  now  present  in  the  surgical  suite  and 
central  sterile  supply. 

A  relocation  of  central  sterile  supply  would  provide  over  1,000 
square  feet  of  additional  area  for  use  by  the  surgical  suite.  The 
proposed  redesign  of  the  surgical  suite  is  presented  in  Figure  2. 

Acquisition  of  two  inpatient  rooms  would  provide  an  additional 
500  square  feet  of  area.  While  the  reduction  in  beds  would  reduce  the 
overall  capacity  of  200  beds,  it  would  not  reduce  the  current  authorized 
bed  strength  of  165. 

The  differences  between  standard,  actual,  and  proposed  area 
allocations  are  presented  in  Table  8.  The  proposed  modification  is 
greater  than  the  standard  allowance,  but  includes  over  300  square  feet 
of  substerile  support  area  for  the  fourth  operating  room,  which  is  not 


being  considered  for  modification.  Incorporation  cf  the  proposed  cesign 
will  provide  the  necessary  area  to  improve  efficiency  and  safety. 


A  relocation  of  central  sterile  supply  should  have  no  effect 
upon  areas  serviced  other  than  the  surgical  suite.  Central  sterile 
supply  would  be  able  to  provide  daily  service  to  the  surgical  suite,  in 
the  same  manner  in  which  services  are  now  provided  to  the  various 
outpatient  clinics  and  inpatient  wards  even  though  this  viewpoint  is  not 
shared  by  the  surgical  suite's  staff. 

Table  S.  A  Comparison  of  Standard,  Actual,  and  Froposed 
Allocation  of  Area  in  the  Surgical  Suite 


Surgical  Suite  Approximate 

Square  Footage 

Standard  Actual  Proposed 


Surgical  pavilion 

1,460 

1,790 

Administration 

300 

130 

Anesthesia 

990 

240 

P.ecovery  room 

1,350 

1,360 

Support  areas 

2 :  460 

1.070 

Surgical  Suite  Total 

6,560 

4,590 

1,790 

305 

900 

1.385 


Contrary  to  the  personal  desires  of  the  surgical  suite 
personnel,  instrument  preparation  can  be  performed  in  a  remote  location 
(5,  p.14).  While  many  operating  room  personnel  enjoy  the  luxury  of  a 
collocated  sterile  supplv  service  it  is  nc.  longer  considered  tc  be 


the 


norm.  The  literature  reveals  that  ir.c-re  and  more  hospitals  are  finding 
it  advantageous  to  provide  sterile  services  to  surgery  on  a  scheduled 
basis  rather  than  an  as  needed  basis  (3,  pp. 81-97). 

The  Surgical  Suite  of  the  USAF  Regional  Hospital  Eglin  would 
still  have  emergency  sterilization  capability  if  central  sterile  supply 
was  moved.  Of  the  four  ’sterilizers  in  use  by  central  sterile  supply, 
one  unit  cannot  be  moved  because  of  its  size.  In  order  to  remove  the 
largest  steam  sterilizer  it  would  be  necessary  to  cut  it  in  half.  It 
would  be  more  feasible  to  leave  the  sterilizer  where  it  is  and  allow  it 
to  be  used  as  a  back-up  unit,  for  both  central  sterile  supply  and  the 
surgical  suite.  This  back-up  sterilization  capability  would  be  in 
addition  to  the  current  emergency  sterilization  capability.  Each 
operating  theater  has  a  flash  sterilizing  unit  which  provides  immediate 
service  when  needed,  either  between  or  during  surgical  cases. 

A  possible  area  for  relocation  of  central  sterile  supply  would 
be  to  the  first  floor  of  the  facility.  Storage  area  for  central  sterile 
supply  was  constructed  in  the  southwest  wing  of  the  first  floor  during 
the  1975  facility  expansion.  However,  the  r-ooms  are  currently  being 
used  by  the  nursing  wards  and  medical  logistics  to  store  equipment. 
Dedicating  these  rooms  for  central  sterile  supply  use  only,  will  provide 
720  square  feet  of  floor  area.  A  particular  advantage  these  rooms  have 
to  central  sterile  supply  is  that  they  are  positioned  adjacent  to  a 
subflooring  with  ready  access  to  water  and  steam  lines.  Utilities 
access  is  necessary  in  order  to  relocate  the  central  sterile  services 


sterilizing  equipment. 


The  acquisition  of  two  rooms  alone  would  not  be  sufficient  to 
provide  the  additional  area  required  by  cental  sterile  supply.  An 
additional  1,900  square  feet  would  be  required  to  conform  to  the  space 
planning  criteria  guidelines.  Further  expansion  into  what  is  now 
medical  logistics  and  food  services  would  be  necessary,  as  proposed  in 
Figure  3. 

The  receiving  room  for  food  services  could  also  be  used  as  a 
cart  washing  and  work  area  for  central  sterile  supply.  An  automatic 
cart  washer  could  be  used  for  the  initial  breakdown  of  returning  soiled 
carts  and  else  for  cleaning  food  service  carts.  The  cc.nmon  use  of  the 
area  by  central  sterile  supply  and  food  service  would  benefit  both 
departments . 

Logistics  administration,  two  private  offices  and  a  central  work 
area,  occupies  1,650  square  feet  and  is  adjacent  to  the  areas  already- 
proposed  for  central  sterile  supply.  An  acquisition  of  the  entire 
administrative  area  would  provide  the  remainder  of  the  area  necessary  to 
provide  the  recommended  area  for  central  sterile  supply.  The  results  of 
the  proposed  relocation  are  summarized  in  Table  9. 

Adoption  of  this  proposal  would  require  a  relocation  of  logistics 
administration.  A  move  to  what  is  now  the  logistics  warehouse  would 
deplete  available  warehouse  area  by  20  percent,  1,650  square  feet.  The 
loss  of  area  could  be  offset  through  new  construction,  expansion  with 
minimal  difficulty.  The  outside  walls  of  the  warehouse  are  bordered  by 
a  lawn,  which  extends  approximately  40  feet  to  the  staff  parking  lot. 

Any  expansion  designed  to  absorb  the  less  of  1,650  square  feet  could  be 


Firiure  3.  Proposed  Relocation  of  Central  Sterile  Supply 


Central  Sterile  Supply 


Approximate 
Square  Footage 

Standard  Actual  Proposed 


CHAPTER  IV 


CONCLUSIONS  AND  RECOMMENDATIONS 

The  evaluation  of  the  surgical  suite  and  central  sterile  supply 
areas  provided  quantitative  conclusions  as  to  the  causes  of  the  present 
overcrowding.  Based  upon  the  conclusions,  specific  alternatives  were 
considered  and  recommended  to  correct  the  overcrowding. 

Conclusions 

The  quantitative  results  of  this  study  identified  a  variance  of 
approximately  3,565  total  square  feet  between  the  planning  criteria  and 
that  area  which  is  currently  available  in  the  surgical  suite  and  central 
sterile  supply.  The  standard  area  recommended  for  the  surgical  suite  is 
6,560  square  feet  and  that  which  is  available  is  4,590,  or  1,970  square 
feet  deficient. 

The  current  configurations  of  the  surgical  pavilion  and  recovery 
room  areas  are  adequate  in  available  area  and  design.  Other  areas  of 
the  surgical  suite,  administrative,  anesthesia,  and  support  areas,  are 
deficient  in  available  area. 

In  order  to  improve  efficiency,  insure  personal  safety,  and 
provide  adequate  work  areas,  the  procurement  of  additional  area  for  the 
surgical  suite,  approximately  2,000  square  feet,  is  necessary. 

New  construction,  for  expansion,  is  not  possible  since  the 
surgical  suite  is  located  on  the  second  floor.  Relocation  cf  highly 


technical  areas,  such  as  the  surgical  suite,  is  extremely  high 
monetarily.  Because  of  the  expense,  a  relocation  of  the  surgical 
department  should  be  considered  only  as  a  last  resort. 


Any  expansion  of  the  surgical  suite  into  patient  areas,  which 
would  reduce  the  number  of  operational  beds,  could  reduce  the  total 
number  of  patients  servec.  by  the  hospital.  Any  reduction  in  patient 
care  areas  should  be  minimized  in  any  solution. 

The  central  sterile  supply  unit  is  also  deficient  in  available 
area.  It  should  be  considered  for  relocation  to  provide  additional  area 
for  surgical  services.  Any  new  construction  necessary  to  accommodate 
central  sterile  services  would  be  less  expensive,  per  square  foot,  than 
construction  for  the  surgical  suite.  A  relocation  of  central  sterile 
supply  could  provide  a  more  generous  allocation  of  area  for  both  central 
sterile  supply  and  the  surgical  suite. 

Recommendations 

Based  upon  the  results  of  this  study,  an  expansion  of  the 
surgical  suite's  available  area  is  recommended.  Additional  area  should 
be  acquired  through  a  relocation  of  central  sterile  supply  and  the 
acquisition  of  two  patient  rooms. 

Central  sterile  supply  is  a  responsibility  of  medical  logistics 
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and  should  be  relocated  to  the  logistics  area  of  the  facility.  A 
relocation  of  central  sterile  supply  could  provide  the  additional  area 
needed  by  both  the  surgical  suite  and  central  sterile  supply. 


The  administrative  functions  of  medical  logistics,  that 
currently  occupy  the  area  proposed  to  be  acquired  by  central  sterile 
supply,  should  be  relocated  to  adjoining  warehouse  area. 

Recommended  Additional  Research 
Further  research  should  be  initiated  to  determine  the 
requirements  for  overall  logistics  area.  Any  additional  requirements 
could  be  met  through  expansion  of  the  main  facility  by  new  construction 
or  the  establishment  of  a  satellite  warehouse. 
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From:  SGL  IS  April  1SE2 

Sob j :  Area  Utilization  Survey/Surgery 
To:  SGA  (Col  Baird) 


1.  Purpose.  Survey  end  evaluate  Suroery  areas  used  'for  storage,  administration 
and  creature  comfort.  Evaluate  KSct  Court's  proposal.  Develop  alternative  pro¬ 
posals  and  discuss  them.  Recommend  a  "solution. " 

2.  People  Contacted. 

a.  Mr  Hurston 

b.  KSct  Courts 

c.  SSgt  Maldonado 

3.  Present  Situation.  Present  space  utilization  •'$  illustrated  in  Atch  1. 


a.  Locker  Areas. 

(1)  Sale.  One  area  is  used  exclusively  by  the  officers,  the  second 
is  shared  by  officers  enc  enlisted  personnel.  Both  are  small  end  congested. 
During  the  early  morning,  when  the  assigned  personnel  report,  the  areas  must 
become  intolerably  crowded. 

(2)  Female.  The  aree  is  adequate  and  relatively  comfortable.  Like 
their  male  counterparts,  the  area  is  shared  by  officer  and  enlisted  personnel. 

b.  Break  and  Administrative  Areas.  Many  of  the  areas  are  in  fact  used 
for  both  purposes. 

(2)  Recovery  Area.  An  area  is  partitioned  off  and  has  an  office  - 
conference  room  appearance.  The  are  a  was  not  in  use  during  my  visit. 

KSct  Courts  explained  that  the  anesthesia  people  use  it  for  a  break  area  and 
for  their  administration.  He  further  explained  that  the  anesthesia  people 
were  nor.  smokers,  while  the  surgery  people  were  predominantly  smokers.  The 
coffee  room  was  used  by  the  smokers  and  this  area,  by  the  non-smokers. 

(2)  Nurse  Station.  Used  exclusively  for  administrative  purposes. 

It  was  busy,  the  entire  time  of  mv  visit. 

(3)  Coffee  Room.  Primarily  used  as  a  break-area,  but  also  serves  as 
ar,  acmini strati ve  end  conference  area.  During  mv  visit,  a  surgeon  was  in  the 
corner  writing. 

[£)  Office.  Used  for  administration  and  counseling.  Area  in  use 
during  my  visit. 

c.  Storage  Areas. 

(1)  Operating  Rooms.  Rooms  2,  3,  and  4  have  built  in  sto-age  cabinets 
as  coes  tne  preparation  rooms. 


! 2 )  Store  Room  Next  to  Work  Roor..  Area  is  ef fecti vely  used  for 

storage . 

(3)  Recovery  Room.  Shelving  effectively  utilizes  storage  space 
equivalent  to  roughly  SOI  of  the  accompanying  area  used  for  break  and 
administrative  purposes  (i.e.,  one-third  of  the  "new"  area  in  Recovery  used 
for  storage). 

(4)  Hall  Equipment  Storage.  The  items  are  placed  at  the  end  of  the 
hall,  between  Operating  Room  #1  and  the  Recovery  Room.  The  present  condition 
detracts  from  the  professional  decor,  but  does  not  restrict  traffic  flow  and 
is  convenient  for  the  primary  user  (Operating  Room  fl/Orthopedics). 

Comments /Criteria: 

a.  Locker  Areas.  Necessary  because  of_clothing  requirements  and  as  an 
area  to  allow  for  transition  from  street  clothes  to  “clean"  clothes.  Area 
receives  extensive  use  at  the  beginning  and 'the  end  of  the  work  day. 

b.  creak  Area(s).  Necessary  because  of  clothing  restrictions  and  of. the 
terse  atmosphere  of  Surgery.  Stokers  need  an  areu  tc  satisfy  their  habit 
(lack  of  s u r , :  ?r,  area  would  re;sf  tensions  and  i  c-  consequences). 

c.  Administrative  Requirements.  Surgery  has  administrative  and  counsel¬ 
ing  requirements.  Our  tendency  is  to  underestimate  them.,  their's  to  over¬ 
estimate.  Given  clothing  requirements,  personnel  problems,  and  patient  care 
requirements,  the  present  space  allocation  is  probably  justified. 

d.  Supply  and  Equipment  Storage.  The  increasing  complexity  of  Surgery 
and  the  long  term  tendency  toward  disposables  has  placed  an  ever  increasing 
demand  for  space  to  support  the  logistic  needs  of  Surgery.  Our  Surgical 
Suite  was  not  designed  for  our  present  or  future  logistical  environment. 

This  has  resulted  in  a  tendency  for  Surgery  to  expand.  It  has  preempted 
space  from  Central  Supply  (previously  used  for  Ward  Stock)  and  has  acquired 
additional  auxiliary  space  in  the  two  first  floor  rooms  next  to  Medical  Logistics. 

5.  MSgt  Court's  Proposal.  Although  proposed  theoretically  to  resolve  an  eouip- 
ment  storage  problem,  its  greatest  benefit  would  be  to  resolve  a  locker  room 
problem  (Atch  2). 

a.  Male  Locker  Room.  Room  230  is  ideal  for  the  purpose  proposed.  3t  would 
be  a  vast  improvement  over  the  current  male  locker  situation. 

b.  Proposed  "Storage''  Areas.  The  current  male  locker  rooms  are  not  designed 
for  equipment  storage.  Although  most  cf  the  ecuipmer.t  cculc  be  accomodated  in 
these  rooms,  it  would  be  with  difficulty.  The  cocr  ways  are  .narrow  anc  the 
rooms  do  not  lend  themselves  well  for  internal  maneuver  or  organization. 

c.  Comment.  The  female  officers  have  expressed  a  desire  for  their  locker 
area  tc  be  segregated  from  the  female  technicians.  Given  the  ease  that  the 
proposed  store  rooms  can  be  reconverted  to  a  locker  room,  end  the  inconvenience 
cf  the  storage  areas,  it  is  probable  that  one  of  the  rooms  would-  be  reconverted 
to  a  locker  room  for  the  female  technicians.  This  would  create  a  "maximize 
people"  situation,  depicted  in  Atch  2b. 
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6.  Hen:  Manager's  Propose  1.  Mr  Hurston's  suggestion  would  reso Ive  the  equip¬ 
ment  storage  problem  (Atch  3).  It  would  not  relieve  the  locker  area  situation, 
end  would  create  a  break  and  administrative  area  problem.  The  smoking  issue 
would  come  to  the  fore-front  and  anesthesia  would  defend  its  turf. 

7.  Bedroom  to  Supply  Room.  A  second  way  to  resolve  the  "Equipment  Storage 
Problem"  would  be  to' aod  Room  230  to  Surgery  as  proposed,  but  utilize  it  for 
equipment  storage,  (Atch  A).  This  solution  would  resolve  the  equipment  storage 
problem,  would  net  aggravate  the  administrative  or  break  area  situation,  but 
would  not  relieve  the  locker  room  situation. 

6.  Expanded  Solution.  This  solution  allows  Surgery  to  have  its  cake  and  eat 
it  too”!  It  essentially  takes  KSct  Court's  proposal  and  extends  it,  through  the 
annexation  of  a  hall  (Atch  5).  'his  particular  hall  and  exit  is  presently 
utilized  to  remove  waste  materials.  With  its  transformation  into  a  storage 
area,  the  waste  material  could  be  rerouted  either  through  the  present  mein 
entrance  or  through  the  "new"  locker  room.  - 

Comments : 


a .  Infection  Control  may  not  agree  with  the  rerouting  of  custodial  end 
waste  movement  activities. 

b.  Other  alternative  limited  expansion  options  are  feasible,  but  not 
practical  (with  the  exception  of  Central  Supply,  to  be  discussed  later). 

Additional  patient  room  space  could  be  annexed,  but  would  tend  to  be  character¬ 
ized  by  increased  expense,  diminished  benefit  to  surgery,  and  extreme  cost  to 
Nursing  Service  efficiency. 

S.  Modified  Solution.  This  is  essentially  KSgt  Court's  proposal,  with  amend¬ 
ments  concerning  the  supply,  administrative,  and  creature  comfort  areas.  It 
accepts,  institutionalizes,  and  organizes  the  areas  presently  being  used  (Atch  6). 
In  essence,  it  makes  the  best  or  optimal  use  of  a  limited  resource  -  space. 

This  solution  envisions  increased  specialization  of  space,  use  of  partitions, 
and  specified  storage  locations  for  individual  equipment  items.  The  total  effect 
would  be  to  render  a  more  functional  end  professional  appearance  (Submarines  are 
cramped  -  but  highly  functional). 

10.  A  Radical  Solution  This  envisions  the  removal  of  all  "non-surgical  supplies" 
(Ward  supplies)  from  tne  Sure! cal /Central  Supply  Areas  and  transforming  the  space 
formerly  used  for  this  function  to  specialized  Surgical  use  (i.e.,  administrative, 
creature  comfort,  or  more  probably  Surgical  storage),  ”he  "non-surgical  supplies" 
displaced,  would  be  relocated  to  the  rooms  next  to  Medical  Logistics  and  form  a 
new  section:  Central  Materiel  Service. 

a.  Advantages 

(1)  More  space  for  Surgery 

(2)  Outpatient  Convenience 

(3)  Better  control  of  the  Storage  Room  and  their  contents. 


(i }  Theoretically  a  better  control  of  were  issues,  cue  to  specializa¬ 
tion  of  functions  (area  is  well  managed  by  SSgt  Kaloor.aeo). 

fc.  Disf dvantaoes 

(1)  Satellite  Manning 

(2)  Political  questions 

(3)  Location,  may  be  considered  "inconvenient''  by  wards. 

13.  A  More  Radical  Solution  (CPD). 

Relocate  tbe  entire  Central  Supply-  Section  to  the  first  floor. 

a.  Advantages 

(1)  Provide  surgery  all  the  possible  space  they  need  for  future 
development  and  expansion  (i.e.,  increased  flexibility  in  Surgical  Areas). 

(2)  Relocation  of  Central  Supoly,  resolves  and  provides  better  means 
to  work  pron1ems  concerning  sterilizers. 

(3)  Better  control  of  materiel.  This  results  primarily  due  to  centralize 
tier,  of  control,  designation  of  an  "internal"  materiel  manager,  and  c-oss  ferti¬ 
lization  of  nursing  and  materiel  management  ideas. 

b.  Disadvantages 

(.1)  Expense 

(2)  Disruption  of  Service 

(3)  Political,  transfer  of  control 

(4)  Change.  Comfort  zones  and  habits  would  be  disrupted.  New 
procedures  implemented. 

c.  Conments. 

(1)  The  CPD  system  at  WHMC  inflicted  greater  change  upon  surgery. 

Changes  done  there  and  not  envisioned  here,  include: 

(a)  All  surgical  ordering  end  the  bulk  of  their  supplies  was 
C'ven  and  located  in  CPD. 

(fc)  Surgery's  instrument  Room  was  given  to  end  located  in  CPD. 

(c)  Each  case  was  set  up  by  CPD. 

(2)  The  movement  of  the  sterilizers  should  not  disrupt  the  availability 
of  instrument  sets  for  Surgery,  since  they  would  still  assemole  end  store  them 
and  retain  flash  sterilization  capability. 

(3)  A  careful  audit  c-f  who  does  what  now,  should  be  conducted  prior 
to  the  move.  People  should  be  transferred  with  the  tasks. 


(i)  Kc  additional  building  modification  (besices  the  ne-  1  ir-i ted  CFD, 
end  Surgery)  woulc  be  recuirec,  if  a  FAR  or  sir.-.  lar  system  is  usee  tor  supply 
distribution  (Atch  7) . 

(5)  Manpower  requirements  for  the  section  ere  dependent  upon  the 
tasks  levied  on  it. 

12.  Recommendation.  Given  our  present  austerity,  we  shouid  do  nothin?  in 
the  immediate  future.  Given  more  normal  circumstances,  propose  the  following 
actions: 

a.  limiedi  ate/Short-term  Solution.  Adopt  the  modified  solution  outlined  in 
paragraph  S.  This  solution  essentially  optimizes  '’reasonable  space”  for  Suroery, 
in  relation  to  itself  and  neighboring  activities. 


Lono-Run  Solution. 


Given  the  prospect  of  continual  advancement  in 
technology  and  need  for  increased  supply  space,  the  immediate  solution  will  not 
stand  thr  test  of  time.  To  gain  space  for  increased  flexibility  and  meet  future 


requirements,  recommend  the  feasibility  cf 
be  investigated  (paragraph  11). 
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Plant  Mgr 1 s  Proposal 
Supply  Emphasis 
Expanded  Option 
Modified  Solution 
.  CPD/PAR 


Present  Arrangement  (Attachment  1) 
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SECTION  B— CENTRAL  PROC 

16.  GENERAL 

Central  processing  and  cisiribulinn  (CPD]  is  a 
comcpl  which  provides  (or  n  single  manager  who 
^oversees  materiel  siorngc.  flocking  one  distribution 
v  through  an  auiomatic  resupply  system  in  e  medical 
[;  facility.  CPD  is  a  viable  concept  at  those  medical 
[jliR'ilities  where  Lhe  siic  and  lavoui  of  the  facility 
fi  support  such  an  operation.  The  C?p  concept 
[  requires  dost  coordination  between  the  sterile 
[j  processing  funclio  and  medical  maleriel  to  assure  t 
Purified  anc  integrated  materials  management 
« system.  Although  eich  section  retains  its  in- 
tdividuabty  and  separate  organisational  structure. 

•.  comparable  mission  objectives  enable  a  com- 
J  p'.enentary  cchesivenecs  to  exist.  The  sUriie 
i-  p’occssir.g  function  p"0\'idei  the  processing  element 
y  tor  sterile  g'-vds.  The  m^cica!  m.at<M  ie!  activity 
L  requisitions,  receives.  ar.c  stores  the  r?-v  materieis 
L  rtqtmec  in  tne  processing  element.  This  con¬ 
i'  piemtniam  feature  of  both  activities  is  united  in  the 
■  processed  stores  and  distribution  system  managed 
£  by  medical  materiel.  The  materiel  manager  assures 
ja  quality  controlled  and  efficient  flow  of  materiel 
U  through  a  planned  system  of  receiving,  storage  and 
fi  distribution.  CPD  is  cffc-ctive  in  improving  supply 
responsiveness,  reducing  using  activity  inventories 
hone  relieving  health  care  staff  personnel  of  routine 

e  supply  matters. 

• 

V.  OBJECTIVE 

Tne  objective  of  CPD  s  consistent  with  the 
prinery  objective  stated  m  paragraph  2.  chapter  1. 
which  provides  maximum  service  to  patient  cart  ac¬ 
tivities  while  minirruaing  operating  and  main¬ 
tenance  (OeLMI  investment  in  inventories 

IE.  CART  EXCHANGE  SYSTEM 

c  Two  identical  mobile  carts  will  be  furnished  tc 
each  using  activity.  One  carl  wjij  be  located  in  the 
using  activity  while  the  other  cart  is  being 
replenished  frem  the  processed  stores  Each  cart 
wii.  contain  items  that  may  be  consumed  curing 
nc_nal  operations  for  a  specific  time  frame  A  he; 
of  supplies,  inducing  levels,  will  be  attached  to  eacr, 
carl. 

a  Reprocessing  of  supply  carts  is  based  upon  a 
rigid  time  schedule  (paragraph  IF*).  A:  a  predeter¬ 
mined  time,  a  restocked  cart  is  delivered  to  the 
using  activity  anc  the  cart  containing  the  unused 
supplies  is  returnee  to  the  Ctrl  staging  area.  Jn  the 
cart  staging  area,  a  visual  check  of  items  remaining 
on  the  cart,  versus  corresponding  levels,  is  made 
anc  the  cart  is  restocked  from  the  processed  stores 
Restocking  car.  be  effectively  accomplished  by  the 
assembly  line  approach  or  other  techniques  depen¬ 
dent  upon,  physical  layout  Periodically,  exchange 
t.rts  must  bi-  thoroughly  sanit;2<-c!  as  specified  by 
ikt  Iocs's  ;nf<-r;icns  control  committee.  Normally,  i  r  • 


ESSING  AND  DISTRIBUTION 

change  tarts  should  be  samtued  biweekly.  Can 
sanies  linn  procedures  art  outlined  ir  chapter  27. 

c  The  assistant  ocminisLraiorfmaieriel  end  ser¬ 
vices.  in  coordination  with  using  activity  monitors, 
will  determine  the  type  of  items  and  corresponding 
levels  to  he  included  or.  the  exchange  carts.  These 
levels  will  bp  reviewed  monthly  to  insure  accuracy 
and  applicability. 

d.  Account  custodians  will  submit  orders  to  the 
medical  materiel  activity  only  for  items  not  slocked 
on  their  exchange  carl.  These  items  should  be 
limited  to  nonrecurring  demand  and  bulky  items. 
An  alternative  for  direct  order  of  bulk  items  that  do 
not  readily  fit  on  the  cart  is  a  bulk  item  automatic 
resupply  cycle  by  medical  materiel  activity.  This 
procedure  will  allow  bulk  items  to  be  et’lcma ticcliy 
delivered  and  expensed  to  the  t  sng  activity  or,  a 
fixed  time  schedule. 

e.  Tne  time  interval  upon  wmch  each  used  ex¬ 
change  cart  shouic  be  rote  ted  with  a  ful'y  stocked 
cart  depends  or.  the  sire  of  the  cart  cr.d  the  v-orkloac 
cf  the  activity  This  determination  must  be  made  by 
the  motoric!  manager  anc  each  CPD  monitor.  Ac¬ 
tivities  with  a  heavy  workload  should  rotate  carts 
daily.  In  such  cases,  replenished  carts  will  noimaL'y 
be  oispo tehee  by  processed  stores  personnel  to  the 
using  activity  in  late  afternoon  of  each  workday. 
Used  carts  will  be  brought  to  the  cart  staging  area 
on  the  return  trips.  This  will  insure  full  carts  in  the 
activity  during  the  hours  the  cart  resupply  function 
is  closed. 

1».  PERIODIC  AUTOMATIC  RESUPPLY 
SYSTEM 

c  An  alternative  to  the  exchange  cart  system  is 
the  periodic  automatic  resupply  (PaP.)  system.  In 
the  PAR  system,  materiel  personnel  automatically 
restock  inpatient  activities,  storage  shelves  with 
routinely  usee  items  to  predetermined  levels.  Time 
frame  for  restocking  inpatient  care  activities  is 
dependent  upon  local  conditions.  However,  the  lime 
frame  fn:  the  PA ?  system,  if  employed,  should  be  at 
least  weekly. 

t  The  parameiers  lo:  item,  dctemi.-.alicn  Er,c 
levtls  cited  ir,  paragraph  U  for  the  exchange  ccrl 
system  are  also  applicable  lo  the  PaF.  system.  The 
advantages  of  the  PAR  system  art  the  same  as  the 
exchange  cart  system  with  the  added  feature  of 
lower  initial  investment  ir.  supporting  equipment. 
The  PAR  system  is  especially  applicable  lo  smaller 
facilities. 

20.  MANAGEMENT  OF  CENTRAL  DISPATCH 
OffICE 

c  Processed  stores  will  niso  perlorm  as  Lhe  ccn- 
irai  dispatch  office.  A;,  unique  or  emergence' 
requests  will  be  directed  ic  Lite  cer.Lral  dispolch  of 
fire  Lo  dtierrr.me  if  t-noLher  activity  may  hcvt-  the 
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item.  if  a  substitute  would  be  appropriate.  or  if  Lhe 
item  must  be  obtained  from  stock.  Central  dispatch 
initiates  the  appropriate  action  to  obtain  the  item 
and  provide  for  immediate  delivery  to  the  requester. 

t  Additional  routine  supplies  required  by  the 
using  activity  may  be  delivered  or  issued  over-the- 
counter  from  processed  stores. 


AI/EK'Gf.EK'l  i 


II.  EXPENSING  PROCEDURE 

1  terns  to  be  stocked  in  Lhe  processed  stores  v.-il)  be 
issued  and  expensed  ircm  the  medical-dental  stock 
fund  directly  to  an  inpatient  processed  stores  ac¬ 
count  (XX51201. 
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wijin  spate  Planning  Criteria 


’o  USA?  Hospital  Egiin/S£A  (Lt  Killiac  Mitchell) 

Eglin  APB ,  FI  32S42 

1.  Per  Lt  Col  Christian's  request,  2  an  s.-'  ring  you  what  we  h.ivt  regarding 
space  planning  criteria  icr  Surgery  an;  "Central  Sterile  Supply".  For  both 
areas  1  have  included  both  the  older  BOD  criteria  and  the  computer  file  which 
shows  how  our  "Facilities  Planning  Model"  figures  space. 

2.  There  is  nc  separate  "Central  Sterile  Supply"  like  there  used  to  be  in 
Nursing  Service.  The  concept  that  has  been  used  in  recent  years  is  to  include 
the  function  in  Medical  Supply.  A  determination  has  not  been  made  as  to 
whether  Nursing  Service  or  Medical  Supply  should  staff  the  function;  but  the 
space  is  part  of  Medical  Materiel,  so  1  have  enclosed  the  Medical  Materiel  ■ 
space  planning  criteria. 

3.  If  I  can  be  of  further  help,  please  let  me  know. 

KENNETH  0.  DRESS,  Captain,  USAF,  KSC 
Deputy  Regional  Health  Facilities  Officer 
Eastern  Region 


1  Atch 

Space  Planning  Criteria 


I 


:i'r;:ce]  Services 
[file  FS 0*001 


Ii'rUT  DaTa  . 

'iur.ber  of  staff  of  the  foilov-jnn  specie]  ties  reccired: 

Uroiooists- 
orthopods 
Neurosurpeons 
Thoracic  Surreons 

Cerdio-Vascuiar  Surceons  _  . 

Anesthesi olooists 
Anesthetists 

Cc-pute  the  nu-ber  of  Surcicai  Operating  P^oes  (SO?:  as  a  function 
of  available  surcicai  bens. 

Assur.p  *. '  nr.s  : 

( \  )  A  p^-c entece  c,:  tetri  beds  ( er  iud  •'  no  postpartum  sr 
psycwi stri c )  are  available  tc  receive  anc  ho}d  pest 
operative  patients  (POP). 

(2)  ihe  averace  i en.pt h  of  stay  of  pest  operative  patients  is 
known  anc  civer.  (SLOS). 

(2)  Efficiency  cf  Perl  occupancy  i£  known  end  civen  (EFF). 

(O  Principal  nperation  =  one  surcicai  patient 

reds  available  for  post  operative  patients  (BEDS)  nev  be 
expressed  thus: 

EEDSMTotal  Sec'S“(postpertur"*psych.)  )xPOP/ )  00 
Surgical  bee  days  per  year  (£EC)=rED5  x  .365  x  EFF/100 
Surgical  Patients  -  55C/SLOS 

Therefore,  the  Production  Cepeci  tv  •( PC )  of  SOS’s  is: 

PC -patients  per  year  =  ( CEOS  x  365  x  EFr/ 1 COJ/SLnS  =  S:j/S LOS 
Total  OP's  =  Ded  Caseload  Capacity  /  3  Cases/hey/ob  /  2iC  '.'nrkir.c  re''5/'C 
efficiency  ’ 

Pounce-  up  fr err  .a 

Provide  Cyshc  0C  if  Urolocists  GE  1. 

Provide  Ortho  OS  if  ”ed  Cent  end  Orthopnos  '"•E  l. 

Provice  .ieurr  r;s  <f  .'ieurr.iooists  C-E  I. 

Prrvire  Tncrecic-CV  os  if  Thoracic  or  Cardie-vascular  Suroe^r.s  GE 
-e-aininc  OF's  ere  General  -  nininu-  cf  2. 


i~ez;rrine  the  number  cf  Principal  Operations  as  a  functior 
of  the  capacity  cf  the  planned  OPs . 

Principal  Operations  per  ronth  are  therefore  a  heterri  nar.t 
the  Surcicai  Suite  staffing  recuir e-ents  ( *?"  Ti-2;. 
Seccvery  too^  2  e  d  s  : 

vide  2  bees  r.e r  "~ 


;SG!C. 


tv  « v.  •  »/l  u. 


Surgical  Piviiicr. : 


Operating  Poors: 

Su  h-  s  i  e  r  lie: 

Provide  cne  area  per  2  0 P.s  or  fraction  et  UO  MSF 
Scrub:  • 

Provide  I  --Station  scrub  eree  per  2  OP's. 
Provide  I  2-Steci nr _ sc-ufc  eree  if  odd  OP. 

Adr.inistrati  on: 

•  •  ••  •  •  •  •  to*  » »  >  •  »  *  ••  »  •  •  •  •  •  •  *  »  *  •  ►  -  -  •*-••• 

Nurses'  Station: 


,  JtCOlC 


e  s  thes 

Office.  Chief  —  ...  _ 

Office,  Anesthesi ol ooi st  >  roc*  at  IOC  Sr  per  Anesthesiolnc 

other  tnen  lied  Cent  Chief. 

Office.  Chief  Anesthetist  120  gP  <  f-  ■  'p'J  r ~ecinr.il 

100  Sr  if  Kosd. 


'  vi  v  1  e 


120  SF  if  e d  Cent. 


Office,  Anesthetists 


1 00  Sr  if  Knsp. 

i  rnon  et  170  Sr  per  2  Anesthetis 
I  root*  at  100  Sr  if  ©cd  nur.be 


Anesthesia  .verier nor: 

Prnvice  150  1<SF  plus  50  .VSr  per  OP  over  3 . 


Anesthesia  Gas  Stcrsce:  50  SF 

Infection  Poor:  if  Pecio.nei  or  :!ed  Cent,  1  station  eer  2  i)~‘ 

100  SF  per  station,  ^ixio.r  <  stations. 

Fost-Anesthes ie  -ecovery  Area: 

isolation  Poor: 

rrcvi.te  cne  per  ^  recovery  bees  et  120  NSF. 

ecovery  Poo-  Pec s: 
rrvide  1 20  NSF  per  bed. 


urrort  Areas: 

rnvire  the  feiio'-ing  for  eech  1C  2ed 
thereof . 

'h.-rses  Stetion  at  60  NSF. 

Or uc  Strreoe  %  Free 


s  or  fraction 


s 

'* 


1 

i 

] 


t 

t 

i 


i 

i 

i 

I 

i 


F"SC/SGSF.V  2  Set  ci  Space  Pierninr  Cr:tsri£  •,  Sec 

rrnvjr's  160  .\SF  plus  ?C  :iSF  for  each  increment 
of  2  OFs  ever  a  OPs  . 


Personnel  Support: 


Staff  Lounge  * 

Previse  one  combines  lounoe  If  total  OPs  s.  6 
at  !0  Sr  per  person,  otherwise  provide  one  lounce  each 
nen  enS  woren,  at  10  NSF  per  respective  locker. 

Assurrinc  equal  occupancy  ±  2  for  Officer  nen,  Officer 
wor>en,  Enlistee  men,  end  Enlisted  wonen  and  /or 
.equivalent  as  a  function. of  the  planned  workload 
Officers  and  Enlisted  are  combined, 
value,  then- 
occupancy/catecory 

6  a  V  <161 

1C  I  6  !  <r.'V<22a 

16  23a  <;,'y  <  2S- 

!  ?  23a<,vv<<  l  l 

2^  4  !  i  <  E  ?•£ 

22  £7^i'.;V 

Lockers* 

Provide  1C  NSF  per  locker- 

Toilets 

Shower*  ' 

Provide  1  shower  . 

Lounce (when  CPs  t  6) 

Provide  -1C  NSF  per  person. 


.  r”;C/i£SF "  2  Sep  IS  Specs  Planning  Criteria  Sectinr  IS  Pape  ! 

"ateriel  Services 

Materiel  Services 
[File  FS150C) 

"•edicai  Ecuipnent  Pepcir  Center  ! -1EPC )  -Missions 
.i'll  medical  centers  and  sees  regional  hospitals. 

[rile  CPD1 

Administration* 

Provide  es  a  function  of  total  personnel  assigned  (TPA) 

See  Standard  Manning  Ecrjation  (A FM  26-2) 

Total  Materiel  Staff  =  2.a608  +  .02622  x  TPA 


Chief  of  Materiel  Services  w/  secretary  2  conference  Peer; 
Previse  if  Medical  Center 
CP  AD  Chief  and  NCOlC* 

Mr cv i rt  if  TPA  >  a.cO 

Dispatch  Center*. 

Provide  if  Hospital  at  15C  '.<£?. 

"edical  Ecuipnent  Management  Off  ice(.M£*0>  * 

Provide  if  TPA  >  a-tC  at  250  i.:Sr. 

".ate riel  Officer 
Provide  if  TPA  >31 

;:cnic: 

Provide  if  TFA  >  195 

Clerks*  67~  of  total  materiel  staff 
Provide  60  Sr  per  clerk. 

Keypunch  rocr* 

Provide  one  at  EO  SF,  i  f  no  ADPE  reouireo 
Provice  one  at  1  SC  5F,  if  A DPE  repuired 


Storage  Space  (Total  -'ec'icel  end  non — tedical)  * 

SF  =  (Annual  issue/a  turnovers  per  '.rr  -  E-'erc  Pes)/s3f 
inventory  per  SF 
i.rn-Meficei  Storage* 

SF  =  Annual  issue/a  turnovers  per  year/slC  ir.var.tery  ter  SF 
Decontamination  arc'  Processing 


Compute  the  nun.oer  of  .baskets  processe-'* 

.‘.’ursine.  Units*  1.00  baskets  per  20  beds  or  fraction. 
..urseries*  1 .  CO  baskets  per  20  bassinets  or  fraction. 
Ererre.ncv:  2.00  baskets  per  service. 


o  a. 


,-eccvery:  . basnets  per  rer. 

: r.t  a  ns i ve  Care:  .50  baskets  per  oer. 

Coronary  Cere:  .25  baskets  per  bee. 

1'rolccy:  .5 C  baskets  per  c ys t n  or  proctc  proc edure. 
(Assure  one  procedure  per  12  weekly  visits) 

Patient  discharges:  1.00  baskets  per  discharged  patien 
Surgery:  .50  baskets  per  procecure. 

Obstetrics:  .50  caskets  per  be  1 i very . 

l.'ashe: — Sterilizer: 

Provide  as  a  function  of  baskets  processed  per  day  at 
S=oas!:ets  r(l7nin  per  basket.)/.  80.  *(£-80  min  per  cay) 

Special  Eciupment  Processing: 

Anesthesia  equipment  bis  inf ec ti on 'machine : 

yachines  a  function  of  operative  procedures  requiring 

anesthesia  equipment.  (6  procedures  per  load) 

Provide  at  IE  1'SF  per  machine  ever  one. 

'>((  procecure  s/6  )*9C  min)/. SC  ~  -SO  r.ir,  per  day 

Ir.haiaticr  therapy  cisirf ectisr.  machine* 

Machines  are  a  function  cf  IT  treatments. 

!.'=((  treatment ./ 1  C  )  **90  r.ir.)/.  SO  *  aSO  mir  per  day 
Provide  IE  i.’Sr  per  machine  over  one. 

art  .'.ash: 

rovide  for  Hospitals  only  at  120  N’SF 
l  washer  if<25C  Beds 
otherwise  2  washers 
-cm 

Compute  nur.ber~.t5f  carts  as  sum  of  each  of  following 
increments:  ?4f\ 

Operating.  Poors.  > 
her  sing.  Units  \* 

Clinics  ■ 

labor  area  -pPh,' 

lei: very  suite  e-Si* 

’•urseries  > 

E-ergency  workstations 
Inhalation  therapy  treatments/ 1C 
Intensive  care  beds/12 
‘ne«tKesi£  procedures/6 
tec  every  Pecs/ 12 

::c:  carts  (ret  presently  induced) 

Pmvipe  t’-vc  carts  per  increment  if  erchanre  cart  s-'ste 


ei  c  function  nr  total  bassinets. 


..esher*Iter>s  *  IS  -in  cvcle/.'5£'*  -TO  rjn  per 
Csrt  Peceivir.p: 

Provide  15  i.:Sr  each  of  25h  of  total  cart! 
'..•cr.tspace  s 

Provide  MO  HSr  per  wesher-sterilizer  and 
20  i.;S?  for  basket  return  belt. 

Double  sink  area: 

Provide  tr/o  double  sinks  at  52  i!SF. 

Later  unit: 

Provide  one  at  20  N Sr. 

Trash  Scrtinc/Disposai-  : 

Provide  as  a  function  of  building  area  r.eints 
U.ininun  *  fCC  i ;SF 
"axirun  =  2CC  USF 

C-rcss  area(GA)  is  estimated,  to  this  point,  i 
accumulated  i\SF  x  1.^76 

S“  ( DOG  • 

G<GA<  65  then  100  US? 

65<CA.< ' 00  then  1 50  MS F 
i  00<CA<200  then  200  ;)SF 
2C0<0a<250  then  250  NSF 
25G<GA<  then  2 GO  /,'SF 

Housekeeping: 

Provide  for  decontamination  area- 

Personnel  Support: 

Lockers: 

Provide  I  for  each  no.r-c  1  eri cal  Derson 
Assume  5C  h  of  staff  is  female 
Prcvice  10  SF  per  locker  (minimum  100  SF 5 
:ci!ets:  Provide  1  Tuitipl e-occupancy  toilet 

Showers :  Provide  1  per  sex  at  2D  SF  each 


■-SS  e  mbi : 


sr  r  sterilizer, 
.or,  cf  baskets  at 
:f  one  . 

2  cu. ft. /basket 


to  ;:s= 


'<  2  C  -in./ 1  n  a 


-ex  ; -u- 

t s  s  2cu.ft.  per  basket  )/(JOcu 
2-C  r.in.per  load)/  .20  x  -?C  rin.  per  r!e y 

ear  footace  of 

instruments  to  be  stored: 

2<nr:s<5  :  20  lin  ft  per  DP 

;<:Xs<7  •  25  lin  ft  per  OR 

~i»Ps«9  :  30  lin  ft  per  OR 

y<CHs  '  *  25  lin  ft  per  0? 

Provide  15  linear  ft  per  Delivery  Poo^. 

Provide  ,30  HSF  per  linear  feet  computed  above 
Assembly  area:  Provide  30  SF  per  lar-e  sterii 
ti.e..  one  each  sterile  non— sterile) 


*  lbs  ter  day  x  •.’jrnerour'r'/c . a 
5ruiz~ent  •-■•ash  ere  t: 

Pr otic's  one  at  C-C  ;JSr. 

!  in  us  elcee  pi  ng: 

Personnel  Support: 

Loci'.  er/Lounge :  Provide  1  per  facility 
5  SF  per  person  assigned  to  Materiel  Svcs 
rT cn'lr’e  HO  Sf  sinirauE 
Provide  "an  f»  Women  teijet 


torage 


open  Area 

Provide  at  dor;  of  computed  storage  s 
facility  a  clinic,  .provide  iOC~-  c 
"ini nun  «  200  "SF 
internal  circulation: 

Provide  .2  x  SF  for  internal  circulation. 

Fecsivi.i;  l  Sorting  Arts  : 

Provide  as  a  function  of  total  storage  space  . 
storare  state . 

Sr =  (Stcrece/500)  x  SC 
i'ininun  a  GO  SF 

if  SF  >  6CC  reconpute  at  40  SF  per  500  SF  increment. 
Fern.  Stereos: 

Provide  55  i<SF  per  ISO  3eds  (i!0  ;:SF  nin). 

Eruiprent  Storage: 

Provide  at  ICS  of  sun  of  medical  l  nor, -medical  storag 
Security  Storage: 

Provi-e  20  .’.’SF  per  s  l-OCOCO  annual  '-edicei  issue,  aO 

Flan, able  and  Hazardous  Storage: 

Provide  at  >10  <>SF  oar  facility 

Oes  Storage: 

if  clinic  provide  2  at  50  i.;SF  ?er  2  enclosures, 
otn.erv.-ise  rrovice  i  -.-1SF  oer  bed  (2  enclosures) 

■'ini -.ur.  200  SF  (CV.F) 

"ari-.u-'  6CC  SF 


Pc  id  Stereos  : 


.-rov ice  ag  .:£r  - 


n  mp  ••  f  r,. 


ioneitAF)  .dosritsl  or  lamer 
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"?C/S0SrM  2  Sep  :  i  Space  Planning  Criteria 

’  'i  .oi  rv—  110  Sr. 

'Jr.iforr  Issue  t  Storage: 
p r  ov  ire  5  00  Sr 

-'200'f  :  D2C0CD(11) 

Linen  function: 

Previse  as  a.  function  of  beds  end  laundry  service. 
Assume  each  bed  generates  16  lbs  linen  per  dey. 
Assure  turnaround  service  at  3  days. 

Soiled  collection: 

Sr  *  lbs  per  day  x  .2cu.ft.  per  lb  x  tumaround/2  f 

i 

Clean  Linen: 

Provide  at  1  Sr  per  TPM  (Pound  to-nearest  25  Sr) 
''ir.inu-  3C0  Sr 

Trash  Cc  ilectic*j_ 

Provice  at  Sr  =  7? A/2  (round  tc  nearest  25  Sr) 
’•ir.inun  150  Sr 

Se  ans  tress: 

Provide  one  rer  25C  beds  at  100  i.S?  each. 


deceiving  and  Shipping  Dock: 

Provide  one  truck  space  per  rS 0000  total  inventory' 
plus  one.  Each  at  110  iVSr,  nininur  2^-0  ,\'5r  . 

Program  at  1/2  scope. 

Transports! j on  : 

Provide  one  office  at  HO  i*Sr  (for  hospitals  only). 


Vedical  Eciupnent  "aintenance: 

Prnvips  of  no  ."EPC. 

Provide  260  Sr  per  technician  assigned  (Y) 
Y=. XTjSa  r.  total  personnel 


"ini  r.ur. 

tech-  spaces  *  2  (Hcsp 

"ini  nun 

tech,  spaces  *  1  (Disci 

ADkz  * 

Ft  -v  1  r'e 

at  3C  Sr,  if  reeuired 

"erica! 

Epui  pne.nt  be  pair  Cent 

Fr evict 

as  a  function  of  -iss 

/•  rfr ;  r. ;  s 

c  r  5 1  i  on  : 

Chief : 
rrevife 

nne  at  1  1 0  i.Sr  . 

Clerks 

Provide 

S5  :,Sr  per  clerk. 

Lu-ber 

of  clerks  a  function  c 

r  c “ci r* 

er  ■  •"* 

“  S  P»^  c 

.c  n  ^  . 

Clerks 
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SF::  3  Sec  Space  ?i£-ninp  Critertf  Sect; nr  ij 

r  27  :• 

/ 

1. 

-1 

“<20 

2 

20i'<30 

3C/£f: 

' 

3- 

Al  ?  E  ! 

i  ’ 

Provide 

at  20  Sr,  if  required. 

■* 

1 

* 

a 

■* 

Clsssrnon/Librery  s 

previse 

IS  ;.‘Sr  per  repeirnen- 

;• 

*  Shop  : 

•; 

Ocen  Area  : 

j 

] 

Provide 

150  :!SF  per  Technician. 

Techni cians  £  function  of  nunber  of  rscsir^en  (7). 

!;■ 

Tanoe 

Techs 

~<2C 

r— c 

20<*<2C 

5-6 

20<^ 

0—2 

. 

- 

Audi  c/Ss 

ns:  tive  Zculpneni  ? 

< 

Psnre 

C“ 

=<20 

200 

, 

20 <=<30 

600 

30<F 

750 

1 

1 

Suppiy/T 

est  Ecuipnent  : 

a 

r.enr.e 

Sr 

=<10 

300 

- 

1  C<,>'<20 

600 

20  <p.  <2  J 

750 

'* 

20  <S'. 

900 

• 

R 
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Shop  s 

a 
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•V 

F:C  pvt  s 

SF 
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■  / 

?C<_F<30 

600 

* 

30<F 

SOC 

■ 
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P 

-  c  n  r  e 

v  -verses  • 
cp 

I 

t.- 

l“.’ 

3<2C 

•jcc 
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eoc 

•; 

K’ 
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